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A system of outcome indicators for mental health care is urgently needed in order to ensure that clinicians, district health authorities, and directors of public health can monitor and evaluate mental health care. Theoretical aspects of health care indicators and the various classes of outcome measures available can be used to draw up a preliminary system of indicators of health care input, process and outcome for the major categories of mental illness, including schizophrenia, affective psychosis, neurosis, dementia, mental handicap, child psychiatry, forensic psychiatry, alcohol and drugs. Such a system is not intended to be definitive or exhaustive but rather to form a basis for development by clinicians, researchers and planners for their own requirements.
The requirement for mental health care outcome indicators
In orderto evaluate our health-care system, we need to be able to measure the baseline health of the population, and then to measure the impact of health care on that baseline. We need to be able to monitor and evaluate progress towards more effective health care and better health, to evaluate the efficacy of health-promotion and illness-prevention programmes, and to improve resource allocation in health care. In order to do this effectively in a valid and reproducible manner, health indicators are required. Besides the more global indicators of general health, lifestyles, quality of life, and health equity, we also need indicators relevant to the different categories of illness, and to specific strategies to prevent diseases, to alleviate disability, and to restore function. While the call for such indicators has hitherto come primarily from planners and policy makers, it should be abundantly clear that indicators are also needed by clinicians if they are in any way to evaluate the effectiveness of their work and to identify areas for improvement, and if district and regional health authorities and organisations such as the Hospital Advisory Service are to monitor quality of service. Particularly urgent requirements at the present time relate to district health authorities (DHAs) and directors of public health. In the 1989 White Paper â€oe¿ Working for Patientsâ€• (para 2: 11), DHAs are asked to: â€oe¿ concentrate on ensuring that the health needs of the population for which they are responsible are met; that thereare effectiveservicesfor the preventionand control of diseases and the promotion of health; that their population has accessto a comprehensiverangeof high quality, value for money services; and on setting targets for and monitoring the performance of those management units for which they continue to have responsibility.â€• Thus DHAs in fulfilling their â€˜¿ purchaser role' will need to develop the ability to monitor service provision, prevention programmes and quality of care, including health outcome.
There is a danger that measurement will concentrate on those features that are easily quantified rather than those that relate most directly to quality and health outcome. This danger exists in all clinical specialties, and mental health care is no exception. The ability to define and measure quality in mental health services is not well developed. Those aspects of service provision that can most easily be measured at present tend to be those which relate to service input and resources consumed rather than service outcome:
â€oe¿ Not surprisingly, most existing mechanisms for external evaluation, such as registration of nursing homes, recognition of training posts, performance indicators, the Health Advisory Service and overseas health service accreditation have focused on resources and process rather than on outcomes.â€• (Shaw, 1989) The DHAs will need to construct a population profile that allows health status to be examined over time. In doing this, they will need to draw upon the epidemiological expertise of the directors of public health (see below). Each DHA needs to be able to monitor the quality of services provided by different providers in its area, to measure its progress against other DHAs in the region and nationally, to evaluate new service developments to ensure that objectives are being met, and to encourage each provider to be self-monitoring.
Following the Acheson report (Department of Health, 1988) on the future development of the public health function, the Department of Health issued new guidance to health authorities including the requirement that each district and region should appoint a director of public health (DPH) who must produce each year a report on the health of the population. The DPH is the successor to the medical officer of health, who was removed in the 1974 reorganisation.
The DPH's annual report is an independent assessment of the health of the resident population of the health district or region. The intention is to enable the district or region to discharge its responsibilities in relation to the health of its population. The report should present and interpret epidemiological evidence, identify local health problems including unmet need, and evaluate the outcome of existing services. Its recommendations for action should form an important input to the planning process. The long-term aim should be to reorientate the allocation of resources by health authorities to deal with the identified public health problems.
Indicators as measures
An â€˜¿ indicator' is defined as a measure that summarises information relevant to a particular phenomenon, or a reasonable proxy for such a measure. Ideally, indicators should actually measure what they are supposed to measure (i.e. have validity), and they should provide the same answer if measured by different people in similar circumstances (i.e. have reliability) (Cook & Campbell, 1979) . They should be able to measure change (i.e. have sensitivity), and they should reflect changes only in the situation concerned (i.e. have specificity) (World Health Organization, 1981) . Of course in real life these criteria are hard to achieve, and indicators at best are indirect or partial measures of a complex situation. A health indicator, therefore, is a variable, susceptible to direct measurement, that reflects aspects of the state of health of a community, while a health care
indicator is a variable that reflects aspects of the state of health care in a community (World Health Organization, 1981) . Health care indicators can be categorised, using a general systems approach, into input, process, and outcome. The resources put into the health care system in terms of finance, personnel, building, etc., are the input, the activity of the personnel form the process, and the changes in functioning, morbidity and mortality are the outcome. (Thus, in general, outcome indicators in health care will be health indicators.) Outcome may of course be influenced not only by the health care system, but also by other aspects of public policy, social change, and environmental factors. The measurement of input is relatively straight forward, a simple accounting procedure, and the measurement of process has been tackled for some time, in the shape of â€˜¿ performance' or â€˜¿ activity' indicators, although this has sometimes tended to follow the approach of establishing what is collectable first and seeing what it can tell us, rather than specifying the key aspects of performance and devising appropriate indicators.
The measurement of outcome is a more complex task, and the fact that outcome information is hard to obtain has led to health service inputs and processes being used as proxy measures for outcomes, which of course they are not (Bergner eta!, 1979) . It was also argued that because chronic health problems, morbidity and mortality are insensitive variables, and are seemingly unrelated to health care changes in the short term, the use of input and process indicators as proxy measures for outcome was justified. The initial assumption was that use is cure, and amount of use equates with severity of condition, but it is now well recognised that use is not necessarily cure, and that utilisation of services varies not only with sociodemographic factors, independent of the severity of symptoms and disability, but also with characteristics of the service, including factors relating to the doctors themselves (see for example Goldberg & Huxley, 1980) . This variation greatly compromises the use of services as a proxy for outcome measures of health and leaves us no nearer our goal of measuring the impact of health care on the health of the population.
As we are in an era of relatively easy access to enormous quantities of data, it is vital to give critical thought to how useful the available data are for our purposes of measuring health and monitoring the activities of the health care system (Dean, 1988) . It is better first to set priorities, identifying the major health objectives, then to choose the appropriate strategies, and only then to pick indicators to measure the resources that have been applied, how far the strategy has been put into action, and how far it is achieving its objective, than it is simply to use the data that are currently available and let them shape the questions we can answer. It is crucial to understand the meaning of a measure before interpreting it (Bergner et al, 1987) . For example, one paper commented â€oe¿ The Goldberg score (derived from the GHQ28) may be considered as an indicator of a premorbid personality disposition towards depressionâ€• (Bucher & Gulzwiller, 1988) . Thisisan entirely erroneous conclusion. The GHQ measures the presence of likely depression and anxiety, not personality traits. Indeed, it is specifically designed not to be contaminated by aspects of personality (Goldberg, 1978) . Thus, in general, to answer a research question, it is far better to have understood the relationships between the theoretical concepts as far as possible and to use reasonably good indicators, than to use perfect indicators without knowing enough about their relationships (Mootz, 1988) . Research must determine the way health is measured, not the availability of complex health indices. Otherwise, exclusive concentration on measurement will limit the conceptual development of the topic, and may inhibit thinking and planning.
Present outcome indicators in heafth care
The present health indicators that have been used as outcome measures include those of mortality, mor bidity (as measured by disability days, bed days or restricted activity days, hospital admission figures), subjective health indicators, direct measures of health and social functioning, and measures of unmet need.
Mortality
This, the most frequently used measure, does not indicate health at all, but lack of survival (Dean, 1988) . As a general principle, mortality is an important indicator of social conditions such as road safety and violence, as well as of the treatment of life threatening diseases, but mortality data do not adequately reflect changes in health status within populations (Patrick & Erickson, 1987) . Decreased mortality may not signal a healthier population; on the contrary, it may reflect the longer life of chronically ill and seriously disabled people (Wilson, 1981) . In mental illness, there is of course an avoidable mortality, that caused by suicide. The official suicide rate, although known to be an underestimate, is a reasonable indicator of all deaths from suicide (Sainsbury, 1983 ), but it is not a good indicator at all of rates of mental illness. However, overall mortality rates, not just those of suicide, may be a helpful indicator of the adequacy of health care for mentally ill people. Fox & Goldblatt (1982) have demonstrated the grossly elevated standard mortality rates (SMRs) of people in the years following their discharge from mental hospital, largely due to cardiovascular and respiratory disease, presumably reflecting poor social and medical care.
Morbidity
Disability days, bed days, and restricted activity are indicators which may reflect many conditions other than health, such as provision for paid sick leave, the number and age of children in a family, and the division of responsibilities within families, as well as psychosocial factors such as the tendency to assume a sick role or to express problems through somatic symptoms. Disability days are more properly regarded as a measure of social disability (Wilson, 1981 (Berkman, 1975) ;the greater mortality of people with no sick days was independent of age, sex, objective and subjective health status, and health habits.)
Bed usage and hospital admission/discharge figures are not in themselves outcome indicators because they are affected not only by the availability of beds, but also by: we need input and activity indicators not only for hospital services, but also for the primary-care services.
Subjective health indicators
These are measures that focus on experiential aspects of illness, distress and discomfort, instead of the more objective evaluation of health status by a professional. They are important to consider because of the research evidence that self-perceived health correlates with mortality and rate of recovery even after controlling for objective measures of health. Furthermore, subjective measures of health correlate more closely with use of health services than do the medical conditions themselves (Hunt, 1988) . There is often a disparity between judgements of professionals and lay people on whether a particular treatment has been successful, and it is crucial to take the lay view as well as the medical view.
Direct measure of health and social functioning
These have by far the strongest conceptual basis as relevant indicators of health outcome. Many measures have separate physical, psychological, and social axes, while there are also combined measures, including measures of quality of life. It is not appropriate to describe these measures in detail here, but good reviews are available (e.g. McDowell & Newell, 1987; Thompson, 1989) . Some measures assess positive health as opposed to ill health, presumably pursuing the World Health Organization's (1948) definition of health as â€oe¿ a state of complete physical, mental and social well being and not merely the absence of disease or infirmityâ€•.While the fact is that the National Health Service's overwhelming present task is to wrestle with the cure and prevention of illness and handicap, and with the delivery of care to the sick, and this should be its first objective, the pursuit of â€˜¿ positive' health is not just a fanciful notion.
The importance of positive health is that it is typically used to describe some aspect of lifestyle or mental outlook that is associated with better future health. For example, a person with refined skills for coping with stress may not differ from others without such skills at the present time, but this person may have a higher probability of better mental and physical functioning in the future. However, it would be entirely premature to move from indicators of â€˜¿ negative health' to those of â€˜¿ positive health' (Bice, 1979) .
Unmet need
â€˜¿ Unmet needs' have been defined as the differences between those services judged necessary to deal appropriately with defined health problems and those services actually being received. Changes in unmet need are measures of the outcome of health services, but they are not in themselves measures of health status (Carr & Wolfe, 1979) . They do not measure the level of health of an individual or a population but rather they measure the capacity of the health and social care system to care for the sick. There is a strong tradition of measuring unmet need in the US, reviewed by Carr & Wolfe (1979) , which has been developed by Brewin et al (1987 Brewin et al ( , 1988 for mental illness. Indicators for unmet needs and health care outcome, although not the same, are related. Indicators for unmet needs relate to the services and resources necessary to maintain and improve health status. Carr & Wolfe (1979) suggested that the provision of appropriate health services according to need is an intermediate outcome of a health system whose ultimate goal may be to improve the health status of a population.
Global indicators
Some investigators have attempted to define a single â€˜¿ gross national product' of health status, by combing data on mortality, morbidity, disability, and even health expenditure in various weighted ways intoa healthstatus index.Unfortunately such an approach tends to obscure rather than inform, because information about health must serve different purposes. In order to answer specific questions, the index has to be disaggregated into its component parts. It has been claimed that the loss of detail accompanying aggregation is offset by the increased generality of application. However, Bice (1979) argues that the history of measure ment supports the view that progress is marked by increasing ability to discriminate between quantities and qualities of phenomena, and not by devising qualitative summaries that obscure differences.
Social indicators
The social dimension of health and the health care system must not be ignored, and Gulbinat (1983) pointed out that, in addition to direct measures of mental health, we need indicators of psychosocial development from childhood to old age, and also of social pathology (including family disruption and lack of social support). Some indicators of social pathology are readily available, such as the crime statistics and rates of divorce, illegitimacy, homeless ness and unemployment, although there are the usual problems of interpretation, under-reporting, and changing cultural lifestyles, which negate the value of some official statistics (for example many couples may successfully cohabit for a number of years without entering the marriage statistics). Indicators of psychosocial development pose a much more difficult problem, but they should at least take JENKINS into account age-specific and stage-specific problems, which have their own measurement requirements (Siegmann, 1979) .
Demographic Indicators
Finally, since health policy does not only aim to improve the average level of health but also to reduce inequalities in health among the various subgroups of a population, we not only need indicators of the level of health of the general population, but also an assessment of the differentials among population subgroups. This means that we also need a coherent strategy for applying health indicators across the nation, so that there is agreement on the subgroup definitions, which may be socioeconomic, ethnic, geographical, etc.
The need for research
While indicators can tell us about the quantity of mortality or morbidity, and can measure change over time, it is important to be clear that they cannot in themselves attribute changetoa specific cause â€"¿ it would be necessary to carry out carefully designed research projects which control for the other extraneous variables. Therefore it is vital to develop and test health indicators in the context of appropriate research projects to monitor health and health promotion programmes (Culyer, 1983; Hansluwka, 1985; Lohr & Ware, 1987) . Furthermore, there is a need for a closer dialogue between researchers and policy makers, leading to the notion of integrated health policy and research, in which responsibility is shared equally between the researcher and the end user (Noack & McQueen, 1988) .
A preliminaryconsiderationof outcome indicators
This paper presents a brief consideration of indicators of health care input, processand outcomefor schizophrenia, affective psychosis,neurosis, dementia, child psychiatry, forensic psychiatry, mental handicap, alcohol and drugs; it is not intended to be definitive or exhaustive but rather to form a basis for development by clinicians, researchers and planners for their own requirements.
Schizophrenia
Districts confront a life-time risk of schizophrenia of approximately1Â°!. in the adult population,and whilea third of casesdo well,the remainderhave repeatedrelapsesand readmissions, and at least half of these undergo severe deterioration.
Before setting objectives, it is helpful to ask some preliminary basic questions.
Can the incidence of schizophrenia be reduced?
The aetiologyof schizophreniamay be at least half genetic (Rosenthal,1971) , probablydueto a polygenicrather than a single-genemechanism (Cutting, 1985) . Rainer (1982) 
Can total disabilitybe reduced?
Research has demonstrated that the provision of adequate rehabilitativeservicescan have a major impact on total disability (Wing, 1982) , and that the accretion of severely dependentpatients is much lower in the presenceof such services (Hyde eta!, 1987) .
Is there an avoidablemortality?
Ten per cent of schizophrenicscommit suicide (Hawton, 1987) and their SMRs are grossly elevated from those in general medical illness, including cardiovascular and respiratory diseases (Fox & Goldblatt, 1982) , presumably con tributedto by smoking,poor nutrition,poor environmental conditions,and lack of adequate medicaland socialcare.
Objectives
These would therefore include:
(a) to reduce the incidenceof schizophrenia (b) to reduce relapse rates and readmissionrates (c) to reducethe totaldisabilityand deteriorationin social functioning (d) to preventpatientsfrom â€˜¿ falling throughthe carenet' (e) to reduce the suiciderate (f) to reduce the premature mortality from all causes, especially cardiovascular and respiratory disease (g) to reduce unemployment (h)toprovide satisfactory housing (i) to continueresearchintothe causes,consequences and care of schizophrenia.
Input indicators
These would be:
(a) geneticcounsellingserviceswithinthe frameworkof both primary and secondarycare (b) social support for vulnerablepeople and families
Is there an avoidablemortality?
Fifteen per cent commitsuicide (Miles, 1977) .Continuing education of primary-care and secondary-care teams in how to assess suicidal risk is vital if the rates are to be reduced.
Objectives
Thesewouldtherefore include:
(a) to reduce the incidenceof affective psychosis (b)to reduce relapse rates and readmission rates 
Input indicators

Process indicators
Thesewouldbe indicators of activity on all theabove factors.
Outcome indicators
These would include:
(a) prevalence figures from the local psychiatric services register, supplemented by local community research services (b)hospital first-admission and readmission rates (c) employmentrates (d) prevalenceof suicide in local patients.
Neurosis
Districts confront depression andanxiety asvery common disorders, occurring in about 10-25Â°!.of the adult population (dependingon the threshold adopted for â€˜¿ caseness'). Half recover in a few months, the remainder pursue a variable chroniccoursewhichmaylasttwo yearsor more.Although theseconditionsare not psychotic,and although someare minor, others are severeand handicapping,withdamaging consequencesfor the sufferer and the wider community. Mostshouldbe readilytreatablein primarycare.Depression is used as an example. 
Process indicators
Indicators of activity on all theabovefactors wouldbe required.
Outcome indicators
These would include: 
Affective psychosis
The life-timerisk of affectivepsychosisis approximately 1Â°!. of the adult population; the illness is severe and recurrent, but it does not generally lead to deterioration between episodes. It can be treated and relapses can be miimisedby theuseofprophylactic drugtherapy.
Again, before setting our objectives, it is helpful to ask some preliminary questions.
Can the incidenceof affective psychosis be reduced?
The aetiology of affective psychosis isatleast partially genetic (Reichet a!, 1982) .Morbid risk in relativesvaries with unipolar and bipolar illness, age of onset, and responsivenessto treatment.
Can relapserates and readmissionrates be reduced?
Thesecanbereduced by prophylactic drugtherapy, and byadequate early-warning communication between family, primary-care and secondary-care teams and by the provision of adequate social support (Bennett, 1982) .
Can total disability be reduced?
This disability is generally far less than for schizophrenia, as deterioration of personalitydoes not occur in the same way, and multiplehandicapsare lesslikelyto accumulate. Adequate occupational opportunities are crucial after recovery (Bennett, 1982) .
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Can the incidence of depression be reduced?
Thecauses ofnon-psychotic depression areenvironmental rather thangenetic (Torgensen, 1983; Jenkins, 1985) . Some depression issecondary to physical disease, painand disability, and is helped by the prevention and treatment ofphysical disease, pain anddisability (particularly loss of mobility and sensory function) (e.g. Cooper, 1976) . Some cases of depression are precipitated by acute life events and can be prevented by crisis intervention, and other systems of support (Newton, 1988 
Is there an avoidable mortality?
A small proportion of depressed people commit suicide, and the risk of death from all causes including accidents is twice the norm in severe neurotic depression (Sims & Prior, 1978) .
Objectives
(a) to reduce the incidence of depression (b)toincrease detection rates by primary-care teams (c) to reduce chronicity of depression (d)toreduce thepremature mortality fromall causes (e)tocontinue research into thecauses, consequences andcare ofdepression, particularly inprimary care.
Input indicators
Thesewouldbe:
(a) adequate screening and treatment facilities in primary careforphysical disease and disability, lossof morbidity and sensory function (b) system for primary-care teams to identify those in their practice populations who are particularly at risk, including the elderly, young, isolated mothers of pre schoolchildren,the disabled,and informalcarersof 
Process indicators
Outcome indicators
(a)communitysurveys 
Can incidence be reduced?
The incidence ofarteriosclerotic dementia canbereduced by factors reducing arteriosclerosis. The incidence of senile dementia cannot atpresent be reduced.
Can functioning be improved?
Functioning of demented people can be improved signifi cantly by various general measures: appropriate support for living in the community, to prevent admission to institutions with its attendant risks of decompensation of dementia, depression,decreasedmobility,and death; and adequate training andsupport for carers inthecommunity and in institutions, particularly in the recognition of depression and toxic confusional states.
Is there an avoidable mortality?
Life expectancy is five years for senile dementia, and two years for arteriosclerotic dementia, and at present little can be done to improve mortality rates. 
Process indicators
These would include indicators of activity on all of the above.
Outcome indicators
Thesewouldinclude:
(a)communityandinstitutional surveys ofprevalence and severity of dementia, depression and toxic confusional states (b)admissions toinstitutional careand daycare.
Childpsychiatry
The two major disorders of childhood are emotional disorders and conduct disorders (occurring in one in tenchildren and one infive adolescents) (Rutter, 1989) .
Psychosis in childhood is very rare (less than 1 per 1000). External influences are as important as the child's temperament and character. Clearly, individuals differ in their resilience to environmental stresses. Different undesirableexperiencesmay havedifferent risk potentials for cognitive, solo-emotional and behavioural develop ment (Kolvin et al, 1990) . In the last two decades the developmental process has been seen as more fluid than before, and dependent on the interaction of genetic and environmental processes at allstages, from the intrauterine environment tothepsychosocial environment of the school. There has been a considerable growth in research intoboth the genetic and environmental transmission of child psychiatric disorder (Earls & Jung, 1987) .
Can incidence be reduced?
Sociocultural factors play an important role in the incidence of emotional and conduct disorders, and it is likely the greater our understanding of the way such factors influence emotion and behaviour,the easierit willbe to reducetheir incidence.
Mentally handicapped children havea higher rate of psychiatric disorder, possibly three to four times higher than that found in a randomly selected control group (Rutter  et a!, l970a,b) . Factors lowering the incidence of mental handicap will lower the incidence of psychiatric disorder overall.
The child psychiatric disorders that follow head injury can be reduced in incidence by improved prevention of head injury, for example by wearing an adequate helmet when cycling, better carseat-belt legislation, etc. We know some of the specific risk factors with regard to psychiatric disorder in childhood and adolescence, such as organic brain dysfunction, lead toxicity, and family discord. We know thattheschool and theareaof residence both have influences on theonset ofpsychiatic disorder.
Other evidence suggests that environmental deprivation canbe prevented by a network of social and emotional supports, especially in the pre-school years, ensuring good maternal health, an absence of financial and employment problems, encouraging a small family size, and helping women to wait until they are emotionally mature before becoming mothers.
Can relapse and readmission rates be reduced?
Very few children in fact require hospital admission.
Rates are subject to the same factors as in general adult psychiatry. However, disturbed children and adolescents may beadmitted toeducational orsocial services facilities as well as hospitals.
Can total disability be reduced?
There is evidence that total disability can be reduced, but not to what extent.
Is there an avoidable mortality?
Thetwopsychiatric conditions mostassociated withdeath in this age group are suicide and overt anorexia nervosa, although botharerare. Deathfromchild abuseisrelated toparental psychopathology, butabused children may be referred toa child andadolescent psychiatry service (those deaths areusually prevented byvigorous interventions by health, social services and the court).
Majordepression and suicide constitute an increasing public health problem among theyoung. Riskfactors for suicide are: male sex, depression, intoxication, previous suicide attempts, and ready access to the means. Early detection andamelioration ofdepression, appropriate and early intervention for parasuicide, and controlling the commonly used methods of suicide (e.g. drugs and guns) arelikely toreduce thesuicide rate.
Objectives
These would include:
(a)toreduce theincidence ofpsychiatric disturbance (b)toreduce rates ofrelapse, whereapplicable (c)toreduce therates ofhospital readmission 
Input indicators
(a) improvedtrainingof medicalundergraduatesand OP postgraduate training to enhancethe ability of OPs to detect psychiatric disturbance in children and adolescents and to know when to refer those to specialist services (b) provision by health visitors of a service to families withpre-school-aged children, asbynursery nurses, play-group leaders (c)provision by teachers, school welfare officers and educational psychologists of a service to school children (and some identified pre-school children), as by the school health service employees (d) provision by social workers of counselling services to families, and their statutory duties to provide care and protection for some children at risk Prestwich Hospital, andtheYoungPersons Unitin Ashworth Hospital) (g)additional specialist educational services, suchas special day and residential schools (h)additional specialist social services, suchascom munity homes (with or without education provided on the premises), assessment centres, the Aycliffe Institute for Adolescent Disorders (i)independent organisations providing counselling and psychotherapy services,in-patient and out-patient services and residential homes U) extensiveresearch conducted nationally and inter nationally.
Process indicators
Theseincludeindicatorson activityon all the abovefactors.
Outcome indicators
Outcome, inthis field, isnotalways measurable clinically; forexample a request towrite a report forthecourt will havea legal outcome. Oftentheoutcomeisa social one and nota health one.Changecanbe seenasâ€˜¿ dynamic' change or â€˜¿ symptom' change. Some indicators are:
(a) measures of function (a dynamic change, e.g. learning better) (1) symptoms reduced in severity or frequency (c)symptomsremoved (d) prevalencerate reduced (e)rate ofattempted suicide reduced (0 rate of completed suicide reduced (g) chronic disturbance detected at an early stage (h) readmission rate for serious disorders reduced (i) rate of receptioninto carereduced(a socialoutcome) (j) delinquencypreventedor the rate of policeinvolve ment/court appearances reduced. Can relapse rates and readmission rates be reduced?
For personality disorders, counselling and general support (probation and out-patient services) seem to help, although this is stated on the basis of clinical experience rather than research. It certainly seems to assist in preventing reoffending, insome people. Patients may well develop insights intotheir difficulties, which willhelpthem successfullymanage stressful events in their lives.
For mentally disordered offenders, careful follow-up after discharge from a regional secure unit has been shown to result in lesstime spent in hospital and lessreoffending during thetwo years after admission comparedwiththe two years before (unpublished DHSS study).
Can total disability be reduced?
There is a tendency formaturation totake place with time. Thisisprobably helped insomecases by general support and counselling,which lead to greater ability on the part of thepatient tocope. Treatment inspecial therapeutic communities (e.g. GrendonPrison) isthought to help, especially with younger, more intelligent psychopathsâ€"¿ but again, there isnot a controlled trial to establish this. Research suggests that on return to the original environment, the benefits of the more structured setting are lost (Gunn et al, 1978) .
Is there an avoidable mortality?
About 5Â°!. of people with psychopathic disorder commit suicide. Those with personality disorder are often said to be more reckless and tohavea higher deathrate from accidents.
Objectives
These would include all the objectives given under 
Input indicators
These would include, as well as those for schizophrenia and mental handicap:
(a) systems to identify vulnerable people and families, anddeliver social support, health services, probation services, schoolsupport,and pre-parenthoodtraining (b) systemsto providepsychiatricservicesfor assessment, and advice to courts, police stations, Crown Pro secution Service, probation services, andtoprovide early diversion from the criminal justice system multi-agency management (e.g. assessment panels) (0 access to housing (g)adequate employment opportunities.
Process indicators
These would be indicators of activity on all above factors. 
Outcome indicators
Mental handicap
The prevalence of mental handicap varies according to the degree of handicap and to age, but an overall prevalence of severemental handicap is 3â€"4 per 1000.Mild mental handicap is found in 20â€"30 per 1000.The incidence of severe mental handicap is 5.4 per 1000 live births. It is thought that 1.5 per 1000 people with mental handicap are at risk of developing a mental illness (Corbett, 1979) . Day (1983) suggested 0.25 beds per 1000 people were required for a comprehensive psychiatric service for mental handicap. Most mentally handicapped people have the same health careneedsas the restof the population,but someconditions are prone to the development of specific illnesses, such as thyroid dysfunction in people with Down's syndrome. The mentally handicapped seem more prone to developing psychiatric disturbance (with an incidence as high as 50â€"60%). As longevity is increasing in the mentally handicapped, special problems are being found in the elderly, such as an increased risk of fractures. Special provision must be made, such as respitecare facilities,specialeducation, adult trainingcentres,specialeducation(resource)centres, advocates and brokers, and specialist health services to meet special needs, on top of the primary-care services.
Can incidence be reduced?
A thirdof caseshaveno knowncause.Theremaining two thirds could be reduced by the followingmeasures: Reducing theincidence ofmental illness inthementally handicapped isthesameasformental illness generally.
Can relapse and readmission rates be reduced?
The earlydetection of mentalillness in the severely mentally handicapped requires special skills because of the communication problems. Prompt management reduces the likelihood of secondary handicaps and the need for admission.
Can total disability be reduced?
Total disability canbereduced bythefollowing measures: 
Is there an avoidable mortality?
The fact that longevity is increasing in the mentally handicapped is proof that there is avoidable mortality. One continuing problem intheelderly mentally handicapped is respiratory-tract infections and, although deaths from status epilepticus have decreased, deaths due to carcinoma (particularly gastrointestinal), myocardial infarction, and cerebrovascular accident have increased (Jancar, 1988) . Improved mortality is due to new antibiotics and anticonvulsants, better diet and care and better environment (Jancar, 1988) .
Objectives
(b) to ensure that additional special needs receive appropriate services (c) to ensure that the incidence of mental handicap is reduced (d) toensure thatpromptdetection and appropriate managementof serious physical ormental illness occurs to avoid hospital admission or readmission (e) to ensure that additional disability is prevented (0 to continue, through research,to preventavoidable early death (g) to improve self-esteem and reduce psychiatric morbidity by encouraging improved education attainments and social skills training (h) to care for the carers, to enable them to continue to care.
Input indicators
(a) to foster the widespread establishment of mental (n) to continue the programme of community care to provide as normal a living environment as possible (o) to improve educational services to help a person reach optimum ability (p) availability of respite care services to lighten the burden on carers.
Process indicators
Indicators of activity on all the input indicators, including researchon how to identifyconsumersatisfaction, would be required. 
Outcome indicators
Alcohol misuse
Theincidence depends onthedefinition ofwhatconstitutes misuse. Forexample, 6Â°lo men andlÂ°lo womenare very heavy drinkers, while 25Â°lo men and 9/o women are drinking more than agreed â€˜¿ sensible' levels. The consequences of alcohol misuse may be physical, psychological and social, and arise bothfromchronic alcohol misuse (e.g. cirrhosis) andfrom acute intoxication (e.g. road accidents).
Can incidence be reduced?
Theincidence ofalcohol misuse canbereduced bya wide range of factors which influence either availability or demand.
Can relapse rate and hospital readmission rates be reduced?
Relapse rates and readmission rates can be reduced. The best chance ofsuccess iswhen theproblem drinking isat an early stage. Minimal intervention (simple advice, brief follow-up, and feed-back on progress) has a high rate of success atthis stage, particularly ifthefamily can be involved. Improvement ismuch lower forsevere chronic drinking problems.
Can total disability be reduced?
While someofthepathological changes caused byexcessive alcohol consumption areirreversible, a remarkable degree of physiologicalrecoverycan occur with abstinence and attention to nutrition and vitamins.Problemdrinkersmay have special accommodation needs, require medical treatment to prevent further physical disability or continued support tostoporreduce drinking.
Is there an avoidable mortality?
Alcohol-related accidents and illness causearound7000 deaths each year and l5Â°lo of alcoholics commit suicide.
Objectives
These would include:
(a)toreduce theprevalence ofalcohol misuse (b)toreduce relapse andreadmission rates with alcohol related diagnoses (c)toreduce suicide rates (d) to reduce premature mortality, especially from chronic liver disease (e)toeradicate orreduce homelessness among people who misuse alcohol.
Input indicators
(a) education and support for primary-care teams to encourage screening, detection and better manage ment of problem drinkers (b) continuing education of primary-and secondary-care teamsaboutassessment ofsuicide (c)provision of a rangeof services including advice centres, day centres, detoxification facilities (home and residential), hostel accommodation, hospital based services, and community-based services (e.g. community alcohol team) (d) case register.
Outcome indicators
(a) hospital admissions, discharges and deaths with a diagnosis of alcohol-related mental illness or liver disease (b) local alcohol consumption â€"¿ level and pattern (obtainable by communitysurvey) (c)prevalence ofsuicide inlocal patients withalcohol misuse (d)prevalence figures fromlocal caseregister.
Drug misuse
The absolute number of drug misusers is unknown. It hasbeenestimated that nationally there are75000-100000 misusers ofopiate drugs, andasmany again who misuse a variety of other illicit drugs (Department of Health and Social Security, 1988, 1989) . This estimate excludes cannabis users (possibly three million nationally).
Research has suggested that over ten years, 40Â°!. of illicit opiate users will becomeabstinent, one-third will achieve greater social stability, and the remainder will continue chaotic use or die. There is an annual mortality of 200-300. Managementoftheproblematic druguser musttherefore contain notonly psychiatric butmedical andsocial elements ofcare.
Can incidence be reduced?
Law enforcement has a major role in reducing the availability ofillicit drugs. Health education on theeffects
